Anatomy Anatomy
• Nasal cavity extends from nares to posterior end of nasal septum.
• Floor of cavity formed by upper surface of hard palate.
• Ceiling of cavity is the narrow cribriform plate of the ethmoid.
• Medial wall is formed by the nasal septum consisting of cartilage anteriorly and bone posteriorly.
• Lateral wall consists of medial wall of orbit superiorly and maxillary sinus inferiorly. Characterized by presence of 3 nasal conchae (turbinates). Inferior turbinates, the largest of them, easily visible on nasendoscopy.
Anatomy
• Lined by respiratory mucosa; ciliated pseudostratified columnar epithelium lying on highly vascular stroma, producing serous secretions for humidification of air and mucous for trapping inspired particles.
• Blood supply : Sphenopalatine Artery. This forms anastomosis with Superior Labial and the Ascending Branch of the Greater Palatine Artery to form Kieselbach's Plexus within anterior part of nasal septum : Little's Area. This is the commonest site for epistaxis.
Anatomical Anomalies
• Rarely symmetrical
• Septal deviation is most common variant, most commonly affecting cartilaginous septum. Commonly due to trauma, including delivery and intra-uterine moulding
• More severe structural abnormalities less common and usually occur as a result of more severe trauma or surgery
Indications for Nasotracheal Intubation
Head and Neck Surgery • Pre-op anterior rhinoscopy has not been shown to be of benefit • Pre-op flexible nasendoscopy can identify asymptomatic intranasal abnormalities by an experienced user.
• Note previous surgery, particularly cleft palate surgery and pharyngoplasty
Technique of Nasotracheal Intubation
Preparation of the Nasal Mucosa
• Cocaine 4-10% remains favoured ENT solution, although studies have shown little benefit in reduction of bleeding when compared to topical lidocaine 3-4% with phenylephrine 0.25-1%
• In one study, 10% lidocaine spray, 30mg per naris, 3 minutes prior to induction minimized MAP increase by blind nasal intubation
• Mechanical dilatation with NP airways has been tried, however this has been shown to be detrimental due to repeated trauma of the relatively friable mucosa
Choice of Tube • Passed into larynx under either direct vision or blind nasal technique.
• Blind nasal technique avoids stimulation of laryngeal instrumentation as well as risk of dental damage. Also decreases pressor response to laryngoscopy per se.
• Aids to blind nasal intubation include listening for breath sounds, inflation of tracheal cuff, the use of stylets/suction catheters and ETCO2.
• Alternatively, the piriform fossa may be identified as a skin bulge with the tip of the tube. The tube is slightly withdrawn, rotated anti-clockwise 90˚, and then advanced towards midline into larynx. Alteration of head flexion/extension may be required to guide tip.
Complications

Epistaxis
• Most common complication due to abrasion of nasal mucosa in Little's Area. Incidence 17% in one study, with gross haemorrhage incidence of 1.4% (n=71). Overall epistaxis rate would appear to be around 20-47%
• Bleeding can also occur due to avulsion of polyps, adenoids or tonsils.
• Increased risk with oversized tube, repeated attempts, or excessive force.
• If bleeding occurs and intubation can be completed quickly, then the airway should be secured. The tube will then also act as a tamponade to the bleeding.
• If tracheal intubation not satisfactory and there is brisk bleeding, tube should be withdrawn and cuff inflated so that the balloon is in the post nasal space preventing blood passing into the oropharynx.
